MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-031648

DEPARTMENT OF PUBLIC MEALTH AND WEL

5 STATE FILE NUMBER
DO NOT WRITE chl:tranun Districr No. _qéfﬁ__._ﬁimarv Regivirarion Districr No. _--.'i_zz__uegmﬂr ‘2 No. _[Z

AMENDED S —

ON THis STUB FILED 27 1963
1. PLACE OF 2. USUAL RESIDENCE (whwe deceased lived. |l institution: Residence before

VS 300 a. COUNTY . . a STATE Mo Y counnf(, I) v 577 ﬁmiuion)

Rev. 4/5¢ b. CITY {If outside corporate limits, give TOWNSHIP anly} Length of stay in Ib <. CITY Inside Limits

OR -
" Poyber Tawmship oW A X, =0 O
2. %UOLE NAM'E OF {1f NOT in haspiral. give locatian} tnside Limita d. SéREET M {If cutside, give lacation) Raside on Farm
ADDRESS

INSTTUTION. YD NoDd F? t e s / Yes [ No O
3. NAME QF DECEASED i i Laat 4, DATE Month

'\D2ac¢
2/‘)2?1

DATE AMENDED

Day Year
oy

_ "™ La Verne Mavie Cunningham " o /]9

5. SEX 4. COLOR OR RACE 7. Married @ Never Married [] [B. DAW OF BIRTH | 9- AGE (last birthdayy/f IF UNDER | YEAR IF UNDER 24 HR

f e n ! . Widowsd 3 Divarced [J _aa 1931 3} Momhsl Days l Hours Min.
10a. USUAL OCCUPATION (Give kind of work Eone 10b. XIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

durin, it of working life, even_if retir . -
Hovuse uiite : Sovringfield Mo U S.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME [ o 15.“NAME OF RUSBAND OR WIFE
15. WAS DECEASED EVER IN US. ARMED FORCES? 18, SOCIAL SECURITY NO. . Addreis
{Yes, no, of unknown)| {If yes, give war or dates of servi
= | G a.
A O BT I (DEATH WAS CAUSED'BY. OUSET AND PEATH
" PProbably
. IMMEDIATE CAUSE {a} quﬁot %und in Fon.eﬂead ;_0

—
Z
wi
=
3
vl
e}
a

Conditions, if any, DUE TQ (b}
which gave rise to

above cause [a),

stating the under- -

Iying cause lest. DUE TQ (]

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH but ret reloted 1o the terminal PART 111, M decessed was famale wos
disesre condition given in PART | [a) there a pregnancy in last 90 daye.

ID Yes I [ Ne l O Uﬂnuwn
19. WAS AUTOPSY | 20a ACCIDENT  SUICIDE HOMEIICIDE 20b, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART  or PART I of ftam 18.)
PERFORMED O Xl ,
“m" _ Decensed placed 22 (al. Rifle o fonchead
20c. TIME OF AMonth, Day, Year 4

IN.IaRY 8/5//96_3

20d. INJURY CCCURRED . PLACE OF INJURY (e, g" in §|';jab°u' I;ome, 201, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, fegtory, street, office bldg., etc. . . . . .
WOT WHILE AT WORK & %oafed Area Ponten Tounship (hristian Miasouni

21. 1 atended the deceased from to. and last saw h:m alive on

Death occurred at. m on the date stated above, and to the best of my knowledge, from the causes stated.

)
Z2a. SIGNATURE 7/ (Degree ar title) OROnen 22b. ADDRESS 2Zc. DATE SIGNED

(hniatian (o. Omnk, Misdouni 5/9/63

1AL, CREMATION, | Z3b. DATE 23¢c. WAME OF CEMETERT-DR CREMATORY 23d. LOCATION (Ciry, 1own, or county) (State}

B OVl {Specify) S Q t S E : [ M
eci - _ a.
Byria g 7-19 é;gms € I LRA 25. DAelE RECD. BY E)c 26, REGISTRAR'S SIGNATURE™

24, FUNERAL DIRECTOR

_Admm_ﬁdp_ng_eﬁ@za.‘rff Ma. (Areq. 19, o3| Dl e ,{Zﬂm

{Licensed Embaimer’s Sr-rarr“t on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD CF

MEDICAL-CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

{TEM NO.




} . - [P

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by i .. Student Embalmer No.

working under my personal supervision,

L . L 1
“ R . . LT /

' “Student.. A
Signature of Student Embalmer - '/ V.o

Licensed Embalmer No.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is 'not_er'nBu!med, fact should be so stated above.

v




